OPM Part Two

Demonstrations

Figure 2-20-N-10 Appeals (Continued)

Health Care Financing Administration’s contractor (The Center for Health Dispute Resohution)
for a decision.
72-Houe Appeal Process
(Does not apply to denials of payment}

1f you want to filc an appeal which will be processed within 72 hours do the following:

+ File an otal or written request for 2 72-hour appeal. Specifically state that “T want an:
aexpedited appeal, fast appeal or 72-hour appeal.” or “I belicve that my health could be
seriously harimed by watting 60 days for a normal appeal.”

¢ To [le a request orally, call [phone number). [name of FMO] will document the oral
request in writing.

»  To hand deliver your request, our address is fspecific MO address].

»  ToFAX your reguest, our FAX number isfFAX rumber]. If you are in 2 hospital or a nursing
facility, you may request assistance in baving your written appeal wansmitted to fagine of
HM O CMP] by usc of a FAX machine.

+  Tomail a writlen cequest, our address is: JHMO CMP Appeat Depariment address] however,
the 72-hovr review time will not begin until your request for appeal is reccived.

»  You must file your roquest within 60 days of (he fdure of this notice] which is {date].

(HMOs witl other options for accepting appeal requests should describe them heve. For
axample delivering appeals requests in person 10 o member services office. Also inclde
information here ou heny the beneficiary may provide additional information. }

10-Day Extcnsion

An extension up to 10 working days is permitted for 2 72-hour appcal, if the cxtension of time
benefits you, for cxample, if you need time 16 provide fHMO rome] with additional mformatmn
or if we need 10 have additionat diagnostic tests completed.

We will make a decision on your appeal and notify you of it within 72-hours of receipt of your
request. However, if our desision is pot fully in your favor, we will antomatically forward your
appeal request to the Health Care Financing Administration’s contractor, {The Center for Health
Dispute Resolution (The Center)), for an independent review. The Center will send you 4 felier
with their decision within 10 working days of receipl of your case from faume of HMO CMP/.
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Figure 2-20-N-10 Appeals (Continued)

THR FOLLOWING INFORMATION APPLIES TO BOTH
60 DAY APPEALS AND 72-HOUR APPEALS

Support for Your Appeal

You arc rot reguiced (0 subimit additional information to support your request for services o1
payment for services alnsady teceived. [Name of HMQ] is responsible for gathering all necessary
miedical information, however, it may be helpful to you to include additionai information o
clarify or support your position. For cxample, you may want to include in your appeal request
information such as medical records or phiysician opiaions in support of your appeal. To obtatn
medicat reconds, send 8 writlen request to your primaty care physician. If your medical reconds.
feora specialist physiciang are not included in your medical record from your primary ¢are
physician, you may need to make a separate written request to Lhe specialist physician(s) who
provided medicsl scrvices to yow. HMOs that keve different procedures for members to follow in
order to pbiain medical records or phtygician opirions should describe them here. Please
describe the process for obtaining medical records or physician opinions for the 72-hour appeat
process. fName of HMQJ will provide an oppurtunity for you to provide additional infonmation
IN peTson of It wrIiling,

Who May file an Appeal
J. You may jle an appeal. |
2. If you want someone Lo file the appsai for you:

a. Give us your name, your Medicare number, and a stalemeat whith appoints an
individual as your represcntative, (Note: You may appoint a ary provider.)
For example: "I frour name] appoint [reme of representativef to act &5 my rSpreseniaive in
requesting an appenl fram frame of HM O] andfor the Health Care Financing Administration
rcgarding fname of HMO}'s {denial of services) or {deniat of payment for services).

. You smust sign and date the statement.

c. Your representative must also sign snd dute this statement bnless hefshe is an attorney.

d. Include this signed statement with your appeal.

3. A nop-plag provider may file a standard appeal of a demsed claum 1f befshe completes a waiver
of Liahitity statement which says hefshe will not bill you regardless of the ontcome of the appeal.

4. A cowrt appointed guardian or an agent under a health care proxy to the extent provided under
state Jaw,

,  2.20.N-92



OPM Part Two

Demonstrations Chapter

| i 20

Figure 2-20-N-10 Appeals (Continued)

Help With Your Appral 1

If you decide to appeal and want help with your appual, you may have your doctor, a friend,
lawyer, or someone clsc hefp you, There are several groups that can help you. You may want to
vontact the Area Agency, on Aging at fphone number |, the Insurance, Counseling, and
Assistance Program at {phone nwmber], the Medicare Rights Center st Toll Free 883-HMO-

9G30.

NOTE: In addition to the above sources of assistance, the State Ombudsman at fphone
number] should be added to all SNF notices of noncoverage.

"2.20.N-93 C-109, February 24, 1998
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Figure 2-20-N-10 Appeals (Continued)

FOLLOWING ARR TWQ QUALITY COMPLAINT PROCESSES WIIICH ARE
SEPARATE FROM THE APPEAL PROCESS DESCRIBED ABOYE.

Peer Review Qrganization Complaint Process

If you arc concerned about the quality of the care you have received, you may aiso file a
complaint with the local Peer Review Organization fName of PRQ and phone number]. Peer
Review Qrganizations are groups of doctors and health professionals that monilor Lhe guality of
care provided to Medicare beneficiaries. The Pocr Review Organization review process is
designed to help stop any improper practices.

{HMO name} Quality Complaint Process

You may also file a written quality complainl with FHMO namef. {Please describe your written
procedurey including time frames for irnvegtigating these types of complaints (catled
grievances).] We will review your complaint and notify you in writing of our conclusion. This
process is separate from the appeal deseribed above. Please call {phome mumber] for additional
information, '

C-109, February 24, 1998 2.20.N-94
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Figure 2-20-N-10 Appeals (Continued)

Anschment B2

MODET APPEAL LANGUAGE FOR CLAIM DENIALS
{Must be 12 point Lype)

You Bave a Right T'o Appeal

You can appeal if you do not agres with {rame of HMO or nome of medicel group] decisions
abont your medical bills or health care. You have a right to appeal if you think:

v [name of HMO or nume of medical group} has not paid a bill

o [fname of HMO or nome of inedical growp| bas not paid a bill in full

= [fnome of HMO or name of medical group] will not approve or give you cate it should cover
*  fname of MO or name ¢f medical growp] is stopping care you still need.

NOTE: If 2 medical group is issuiny the denial nolice with the required Model
Appeal Language, whenever the word “we™ js used it should be veplaced with the name of
the FIMO.

60 - Day Appeal Process
If you want to filc an appeal which will be processed within 60 days do the following:

» File the request in writing with [HMO namc] at the following address: ( ), or with an
office of the Social Sccurity Administration, or i you are a railroad annuitant, with the
Railcoad Retireiment Board.

s Mail, FAX, or deliver your reguest in person. fplease provide mailing address, and the
address where hand delivered requests wre received if different and FAX munber}

File your request within 80 days of the [date of this notice] which is [date].

Sce the following sectiens which apply to both the 60-day appeal and the 72-hour appeal:
“Support for Your Appeal, Who May Jilc an Appcal, Help With Your Appeal, and
Peer Review Grpavization Complgint Process”

Evcn thongh you may file your requesl with the Social Secudity Administration or Railroad
Retirement Boare offive, that office will transfer your request to fuaeme of HMO] for proccssing.
We ate lesponsible for processing your appeal request within 60 duys from the date we recsive
your request. If we do not rule firlly in your favor, we will forward your appeal peqoest to the
Health Carc Finuncing Administration’s ¢contractor (The Center for Health Dispute Resolution)
for a ducision.

2.20.N-95 C-109, February 24, 1998
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Figure 2-20-N-10 Appeals (Continued)

Support for Your Appeal

You are not required 1o subrait additional information Lo support your request for servioes or
payraent for services already received. {Name of HMO] is responsible for gathering all necessary
medical informatton, hewever, it inay be helpiul to you to inchude sdditional information to
clarify or suppert your position. For cxample, you miay want 1o iaclude it your appeal reguest
information such as medical records or physician opinions in support of your appeal. To cbtain
medical neeords, sead 2 wrilten tequest to your primary care physician. If your medical records
from specialist physicians are not included in your medical record from vour primary ¢are
physician. you may need to make & scparate written request to the specialist physician(s) who
provided medical scrvices to you, HMOs thas have different procedures for members to foflow in
order to obtain medical records or physician epinions should describe them here, Please
describe the process for oblaining medical records of physician opinions for the 72-hour appeal
process. (Name of BMO} will provide an opporiunity for you (o provide additional infotmation
in PCTSON OT IN WITtng.

Who May file an Appeal
1. You may [ile an appeal.
2. If you want someonc to filc the appeal for you:

a. Give us your name, your Medicarc numbcr, and a statement winch appoints an
individual as your representative, (Note: You may appoial a auy provider. )
For exaunple: “T fyour name[ appoint frame of representative] to act as my representative in
requesting an appeal from freme of AMO] and/or the Health Care Financing Administration
regarding frame of HMO]'s (dentul of services) or {deniat of pavment for services).

b. You must sign aad date the statement.

¢. Your representative must also sign and date this statcment unless hefshe 15 an atlomey.

d. Include this signed statement with your appeal.

3. & non-plan provider may file a standard appeal of a denied claim if befshe completes a waiver
of liability statement which says he/she will not bill you regardless of the outcome of the appeal.

4. A courl appointed goardian or an agent under a health care proxy to tre extent provided under
state law.

C-109, February 24, 1998 . 2.20.N-96
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Figure 2-20-N-10 Appeals (Continued)

[

SUGGESTED CLINICAL CRITERIA
FOR
AUTOMATIC EXPEDITED REVIEW*

1. All Appealed Rchab Hospital Contimned Siay Denials.
2. Al appealed SNF Continued Stay Denials.
3. Al requests/denizls for continucd home hewulth services.,

4. All denials of Physical 'Fherapy within 6 months of a TV A, head injuryfsurgery, or other
acuie trauma.

5. All ficst requests for Physical Therapy within 4 months of a CYA, head injuryfsurgery, or
other acute tranmia.

6. All denials for continwing Physical Therapy within 6 months of a major joint (e.g., hip, total
knee) surgery.

7. Al first requests for contimuing Physical Therapy within 4 mnonths of major joiunt surgery.

8. Requestsidenials for chemotherapy, radiation therapy or proposad sucgical treatment of 2
known malignaney.

9. Requests/denials of a proposed AIDS therapy in an AIDS patient,

10. Any denial of a proposed “experimental” treatment in a tcrminal paticnt. (Usc California
State Law in defining tcrminal.)

11. Any reguests by a physician for uegent determinationfecon review.
12. Any call where there is a refusal by the provider to procecd wilh a scheduled service/test

because an authorization was not given on a service that has been scheduled. {E.g., surgery
scheduledt byt no aathorization isseed on which 10 proceed )}

* Ail other pre-service cascs would be judged casc-by-case as 10 whether failuxe 0 grant an
expedited review/denial could mean harm to the member if a possibie 60 day wait was impaosed.

2.20.N-97 C-109, February 24, 1998
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Figure 2-20-N-11 HMO 2400. Distinguishing Between Grievances
and Appeals

‘ There are two types of procedures for resolving enrollee complaints, the Medicare
appeals procedures and the plan-internal grievance procedures. Resolve all enrollee
complaints through one of these procedures. Use the procedure appropriate to the complaint.
Disputes about initial determinations, are resolved only through the Medicare appeals
procedure. These are primarily complaints concerning payment for services or denial of
services. Use the grievance procedures for all complaints which do not involve an initial
determination. Transfer complaints between the two procedures when appropriate.

2400.1 Complaints Which Apply Both to Appeals and Grievances.--The appeals and
grievance procedures are mutually exclusive. Process complaints under the appeals
procedures or grievance procedures. If an enrollee addresses two issues in one complaint,
process each issue separately and simultaneously under the proper procedure. Do not
process these complaints first through the grievance procedures, and then through the
appeals procedures.

2400.2 Appeals. Allinitial determinations are subject to the appeals procedures.
Complaints sometimes do not appear to involve an initial determination and are mis-
classified as grievances. This may occur because the plan did not issue the written notice of
an adverse determination. (See Section 2403.5.) Common mis-classifications include:

A. Service Denials.--Service denials are often mis-idéntiﬁed in cases in which:
. The provider of services made a coverage denial;
. A notice of adverse initial determination was not issued within sixty days; and
. The beneficiary appeals pursuant to Section 2403.1.

Inform providers that they must ensure timely issuance of a written notice of adverse
initial determination as described in 2403.5 when coverage is denied. The provider may
issue the initial determination notice or he/she may ensure that the medical group or
organization issues the notice.

B. Quality of Care.--Complaints concerning the quality of a service a member received
are treated as a grievance. However, quality of care complaints are occasionally complaints
of a denial of services. For example, a member complains of poor medical care because his
doctor did not authorize a surgery or other medical service. This complaint involves a denial
of service. Process it through the appeals procedures. Peer Review Organizations (Pros) also
review beneficiary quality of care complaints. (See 2305.1F))

C-109, February 24, 1998 . 2.20.N-98
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Figure 2-20-N-11 HMO 2400. Distinguishing Between Grievances
and Appeals (Continued)

C. Accessibility.--Complaints concerning timely receipt for services already provided
are treated as grievances. If the member complains that he has not been able to obtain a
service, treat it as an appeal. If the member complains that he had to wait so long for a
service that he went out-of-plan, treat it as an appeal for payment for the out-of-plan
services.

D. Non-Medicare Covered Services.--The Medicare appeals procedures apply to all
benefits offered under a riskc-based contractor’s basic benefit package. They also apply to
Part A benefits which "Part B only” members buy from the plan. Benefits offered under an
-optional supplemental plan are subject only to the grievance procedures. (See Section
2403.2E.) Non-Medicare benefits in a cost-reimbursed contractor's basic benefit package are
not subject to the appeals procedures.

2400.3 Claims Processed by Carriers and Intermediaries.--Carriers or intermediaries
receiving claims for members of risk-based plans transfer the claims to the plan for

' processing. Carriers and intermediaries sometimes correctly process claims for members of
cost-reimbursed plans (i.e., when enrollees see a non-plan physician). Enrollees file for
appeal with the entity that made the determination. For example:

A. Claims Denied by the Carrier or Intermediary.--The enrollee files an appeal with
that carrier or intermediary.

B. Claims Paid by the Carrier or Intermediary, but the Enrollee Disagrees with
Payment Amount.--The enrollee files the claim with the carrier or intermediary. For
example, a member submits a claim for a motorized wheelchair. The carrier decides the
motorized wheelchair was not medically necessary and reimburses the member at the rate
approved for a non-motorized wheelchair. If the enrollee believes the motorized wheelchair
was medically necessary, he/she appeals through the carrier.

C. Claims Paid by the Carrier or Intermediary and the Enrollee Wants
Reimbursement for Coinsurance or Deductibles.--Enrollees file appeals with the HMO/
CMP if they agree with the carrier's or intermediary’s decision, but disagree with the plan’s
reimbursement for the Medicare deductible and coinsurance. For example, the carrier
processes a claim for a motorized wheelchair and pays 80% of the allowable charge.
Howeuver; the plan issues an initial determination denying the deductible and coinsurance
because the member purchased the wheelchair from a non-plan provider. The enrollee
appeals to the HMO/CP for reimbursement. Process appeals on carrier or intermediary
claims only in this situation. :

2400.4 Grievances.--The following items are not subject to the appeals procedures. Process
them under the grievance procedures outlined in Section 2410: ‘

» Disputes that do not meet the definition of an initial determination. |

Examples of grievances include: |

2.20.N-99 ' C-109, February 24, 1998
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Figure 2-20-N-11 HMO 2400. Distinguishing Between Grievances
and Appeals (Continued)

- Determinations of items or services included in an optional supplemental plan;

- Complaints about waiting times, physician demeanor and behavior, adequacy of
facilities; or

- Involuntary disenrollment issues.

¢ Disputes about items or services that you have furnished, either directly or under
arrangement, for which the enrollee has no further liability for payment (i.e. services
rendered without charge or for which the responsibility for payment does not rest with
the Medicare beneficiary). However; services for which Medicaid has paid or could pay
are subject to appeal.

HMO 2410. SCOPE OF GRIEVANCES

Process all member complaints which are not initial determinations through the grievance
procedures. This includes complaints about coverage under an optional benefit package,
waiting times, physician behavior and involuntary disenrollment concerns. Handle all
disputes about initial determinations under the appeals procedures.

HMO 2411. PROCEDURES
Maintain internal grievance procedures. Provide the following procedures: .

* Transmit timely grievances and complaints to appropriate decision making levels in the
plan;

e Take prompt, appropriate action, including a_full investigation if necessary; and

* Notify concerned parties of investigation results.

C-109, February 24, 1998 2.20.N-100
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HCFA Working Aged Survey

20

Name: Social Security #
Addeess: A Phone #
City, State, Zip:

1. Please indicate your employment status (Check only one):
WORKING FULL TIME O WORKING PART TIME O SELF EMPLOCYED O
ACTIVEDUTY O RETIRED O NOT EMPLOYED O

2. Do you have health insurance theough your cmploycr 0r your spouse’s employer?
NO I (If NO, go to step 3 to sign and date this survey)
YES, THROUGH MY EMPLOYER O  YES, THROUGH MY SPOUSE’S EMPLOYER a

If YES, please tell us about your health insurance:
Insurance Company Name:

Insurance Company Address:
Insurance Company City, State, Zip:

Subscriber Name:

Policy Number:

. Effective Date: Termination Date:

If YES, Please tell us about the employer providing this bealth insurance coverage:
Employer Name:
Employer Address:
Employer City, State, Zip:
Employee Id:

Group Numbet: Group Plan:

3. Signed: Date:

Please contact your health plan if these answers change.

2.20.N-101 C-109, February 24, 1998
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Figure 2-20-N-13 Data Element Requirements - Working Aged
' Information*

Field
Claim Number
Last Name
First Initial
Sex
Date of Birth
Contract Number
MSP Coverage Indicator

Prior Commercial

Transaction Type

Insurer's Name
" Insurer’s Address

Policy Number

MSP Effective Date
MSP Termination Date

Patient Relationship

Description
HIC Number

Beneficiary Last Name

Beneficiary First Name Initial

Beneficiary Sex Code

Beneficiary Birth Date; format includes century
GHP Contract Number

Yes or No

Number of months a beneficiary was enrolled in
Plan on a commercial basis prior to Medicare
contract, if applicable

Add or Change MSP Data Transaction, or Delete
MSP Data Transaction

Primary Insurer’s Name
Primary Insurer’s Address

Primary Insurer’s policy number of insured if
available

Effective date of MSP coverage
Termination of MSP coverage

Relation of patient to insured (Patient is insured
or Spouse)

* These are the data elements required, unless otherwise stated, to update the Working

Aged information
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